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Abstract 
Many older adults are under diagnosed and undertreated for depression by healthcare 
professionals (Brown, Bruce, McAvay, Raue, Lachs, & Nassisi, 2003).   Depression is very 
prevalent in all older adults and, during times of war, veterans are at increased risk for 
development of some type of mental disorder (Allen & Annells, 2009).  Cully, Khan, Peterson, 
and Zimmer (2008) indicate that almost one in 10 veterans are affected by depression.  This 
study aimed to fill some of the gaps that exist in literature regarding depression screening and 
adherence to protocols for older adults.  This retrospective study looked at impatient versus 
outpatient PHQ-2 scores to examine adherence to depression assessment protocols compare 
results over time.  Limited data made it impossible to draw conclusions or support the research 
questions.  Unexpected findings are discussed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
THESIS                                                                                                                                          3 
 
Protocol Assessment and Treatment Adherence for Depression among Community 
 
Dwelling and Inpatient Older Adults:  AN HONORS THESIS 
 
Introduction: 
 
Depression is very prevalent in older adults.  In fact, it has been estimated that as many as 
7 million of the nation’s 39 million adults aged 65 years and older are affected by depression 
(Steinman, 2007).  According to Brown, Bruce, McAvay, Raue, Lachs, and Nassisi (2003) many 
older adults are under diagnosed and undertreated by healthcare professionals.   Part of the health 
care responsibility is to provide accurate holistic care that will promote the best quality of life for 
patients.  In order to assess accurately and in a timely manner, health care providers must be 
knowledgeable of signs and symptoms of depression when working with patients. 
Unfortunately, during times of war veterans are at increased risk for development of 
some type of mental disorder (Allen & Annells, 2009).  In fact, according to Cully, Khan, 
Peterson, and Zimmer (2008) “depression affects nearly 30% of veterans, making it one of the 
most common chronic conditions…” (p.1399).  Those returning home from war are often seen in 
the primary care setting and not necessarily referred to a mental health professional.  War is a 
stressful event that causes an array of emotions, and some symptoms of depression may not be 
obvious to the provider.  Not only do providers need to be aware of the symptoms of depression 
but they also need to be aware of how gender may play a role in their patients’ prevalence of 
depression (Burns, Cain, & Husaini, 2001). 
 Research supports gender differences in the seeking of early treatment for mood 
disorders with men doing so less often than women (Burns et al., 2001).  Choi and Kimbell 
(2009) indicate that some of the barriers to seeking treatment include denial of or lack of 
understanding about depression, a sense of stigma, financial worries, and lack of transportation.  
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Not only are men less likely to seek treatment early but older adults, as a whole, are much less 
likely to seek care.  Male veterans are most likely not going to seek mental health care. 
Proctor (2008) discussed nurses’ abilities to recognize depression symptoms in older 
adults.  The article concluded that forty-one percent of the nurses within the study said that they 
did not routinely assess older adults for depression.  Additionally, over half of the nurses within 
the study were not aware that a depression assessment protocol even existed on their unit.  
Proctor (2008) noted that far too often nurses fail to record depression even when they 
recognized the symptoms.  This study suggests that a patient may go undiagnosed and that 
further research is needed to see if nurses are following the current protocols and adhering to 
depression assessments needed.  Research is also needed related to the consequences that follow 
when a patient goes undiagnosed for a long time.  These include an increased risk for medical 
problems, cognitive decline and dementia, and mortality or suicide (National Center for Veterans 
Analysis and Statistics, 2010).   
Review of the Literature 
 
There is a large quantity of scientific literature that exists on health issues of community 
dwelling older adults. One major topic is depression (Allen & Annells, 2009; Brown, Bruce, 
McAvay, Raue, Lachs & Nassisi, 2004; Burns, Cain & Husaini, 2001; Choi & Kimbell, 2009; 
Chung, 2008; Cully, Khan, Peterson, & Zimmer, 2008; Davis, Moritz, Neuhaus, Barclay, & Gee, 
1997; Enquist, Johnson, Lind, & Barnett, 2010; Ferri, James, & Pruchno, 2009; Garrido, Kane, 
Kaas, & Kane, 2009; Gilbody, Sheldon & House, 2008; Halvorsrud, Kirkevold, Diseth & 
Kalfoss, 2010; Proctor, 2008; Reeves, Parker & Konkle-Parker, 2005; Rhodes, Genders, Owen, 
O'Hanlon & Brown, 2010; Roman & Callen, 2008; Sherrod, Collins, Wynn & Gragg, 2010; 
Shirk, 2006; Simpson, Richards, Gask, Hennessy, & Escott, 2008; Sprague, 2004) Sub-topics 
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within the literature cited include adherence to clinical guidelines, the need to assess clients and 
treat those who return from war, barriers to implementation, validity of depression screening 
tools, and gender differences regarding depression and services used. 
All of the topics mentioned above are important.  As more and more health care service 
moves into the community (Engquist, Johnson, Lind, & Barnette, 2010; Affordable Care Act, 
2010; Ng & Harrington, 2008; Shirk, 2006), attention to the commonalities and differences 
between inpatient (institution-based) care and outpatient (community-based care) is needed.  
This is particularly critical for older adults, the fastest growing segment of the US population. In 
the veteran population, more than half were 61 years or older in 2009 (National Center for 
Veterans Analysis and Statistics, 2011).  Much of the research on older adult physical and mental 
health issues occurs among patients/residents in institutional settings, whereas most older-adults, 
including veterans, live in the community in their own homes or with their adult children (Davis, 
Moritz, Neuhaus, Barclay & Gee, 1997). This dearth of knowledge related to the majority (>70 
%) of older adults may place them at unnecessary risk for illness or injury and place severe 
financial pressures on Medicare, Medicaid and the Veterans Administration Health System 
(VAHS). 
The health care service programs for the general older adult population and those for the 
veteran population have greatly enhanced community-based care services and realized some cost 
savings over the last decade (Engquist, Johnson, Lind & Barnette, 2010; Ng & Harrington, 2008; 
Shirk, 2006; Sprague, 2004).  Further expansion of community-based care will occur as the 65+ 
segment of the population increases.  However, no studies were found that compare outcome 
measures such as results of protocol-driven assessment scores, increase in illness intensity, 
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hospitalization, death, etc. for older adults living in institutional settings with community-
dwelling older adults.  
The VAHS provides health care to, on average, a total of 8.1 million enrolled veterans, 
more and more of whom receive care in outpatient settings, a 52% increase during 2003-2010, 
while inpatient care only increased 20% in the same time period and total health care enrollees 
creased 16% (National Center for Veterans Analysis and Statistics, 2011). Compared to non-
Vietnam veterans, Vietnam era veterans had more psychological problems, including depression, 
anxiety, and combat-related post-traumatic stress disorder (CDC, 1988).  With this high 
prevalence of veterans needing treatment, the aim of this study is to identify relationships 
between depression scores and assessment protocol adherences. 
Future research was recommended in various research reports for many reasons, 
including missing information, such as, the correct documentation of interventions for 
depression, whether client depression is reflected in records, and whether screening patients is 
shown to be effective.  Furthermore, limited research was found containing practice protocols 
relating to depression, except those from 1997 or earlier.  Comparison between community 
dwelling and institutionalized elderly veterans was not found in recent research.   
Current literature from CINAHL, COCHRANE, and other various data bases highlight a 
number of themes regarding depression among older adults.  These themes include: correlations 
between depression and barriers to implementation of screening and treatment of depression 
(Rhodes et al., 2001); “ability for nurses to screen correctly” (Simpson et al., 2008); “prevalence 
of depression among veterans” (Department of Veterans Affairs, 2011); and “mental health 
facilities used by elderly” (Garrido et al., 2008).  Many studies used self-report for diagnosing 
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depression, which can be considered a major limitation.  Other limitations included using a 
qualitative research method and some unintentional bias.    
Research bears testimony to barriers of implementing guidelines for depression, although 
research is limited.  Rhodes et al. (2010) investigated whether knowledge and use of depression 
guidelines were adhered to within the healthcare system.  Unfortunately these results indicated 
that while 90% of staff said they were using recommended guidelines, only 20% had confidence 
in following through with them (Rhodes et al., 2010).  While this sample size was too small and 
the methodology of the study was weak, the article did identify the gap within the literature.   
Simpson et al. (2008) found that nurses were not able to recognize depression symptoms 
in older adults. Findings concluded that 41% of the nurses within the study said that they did not 
routinely assess older adults for depression, and over half of the nurses were not aware if a 
depression assessment protocol even existed on their unit.  Further research is needed in this area 
because of the small sample size and qualitative design used.  Another study completed by 
Rhodes et al. (2009) identified the gap between the evidence and nurses’ implementing practice 
protocols. 
According to the Department of Veterans Affairs (2011), the VA’s national registry for 
depression revealed that 11% of elderly veterans were diagnosed with a major depressive 
disorder.  However, this number may actually be higher due to undiagnosed cases and the lack of 
research on differences between protocol compliance/adherence by providers caring for 
institutionalized versus community-living older adults.  
During the review of the literature it became clear that research is lacking about the 
relationship between adherence to the depression screening protocol and the intensity of 
depression.  Proctor (2008) identified the high prevalence of nurses that lack a comfort level or 
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often fail to accurately document data despite seeing symptoms.  However, the study did not 
discuss how this affected the patient’s depression ratings.  It is important to know if the 
depression scores and occurrences are accurate and if the patient is receiving the best quality of 
care.  This gap in knowledge has implications for healthcare professionals coordinating best 
practices and quality of care while monitoring depression scores and the use of services.   
According to (Garrido et al., 2008) older adults are much less likely to use mental health 
care compared to younger adults.  This suggests that primary health care providers should be 
knowledgeable of signs and symptoms of depression when working with patients with other 
conditions and be able to screen accurately for depression.  In order to do this it is important for 
all healthcare workers to be aware that depression is not a normal process of aging (Sherrod et al, 
2010).  In a recent study, Ferri and Pruchno (2009) discovered that older adults believe having a 
successful life meant not having depressive symptoms.  With this information one can see the 
importance of nurses screening for depression.  The patient may believe the way they are 
thinking is ‘normal’.  Therefore, nurses must not overlook depressive symptoms in patients 
because it is not a normal process of aging.  It is also important to always assure patients that it is 
not a normal process of aging. 
Assessment for Depression 
Gilbody et al. (2009) discovered multiple types of instruments used to diagnose 
depression are unrelated to improvements in recognizing and/or treating depression.  A limitation 
found in this study is that it lacked a definition of depression and documentation of the outcome 
of depression screening was not reported as often as it should have been.  The researchers 
explained that further research is needed as to whether screening actually enhances effectiveness 
of treatment.  The updated evidence-based toolbox for screening depression includes the need to 
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use more than one tool in primary care settings (Roman & Bonnie, 2008).  Therefore, it is clear 
that a gap exists in literature regarding adherence to assessment and treatment protocols using 
only one specific tool that is adopted by the facility.  
When assessing a patient, Sherrod and colleagues (2010) recommend that primary 
providers should complete a thorough mental health assessment because they will see the 
symptoms first hand.  Over time many tools have been evaluated to decide which is best for 
accurate depression screening within a health care setting.  Providers tend to have multiple 
different viewpoints but health care organizations will typically select one or two that their 
providers are to use.  Thibault and Steiner (2004) recommend the Geriatric Depression Scale 
(GDS), Center for Epidemiologic Studies Depression Scale, and Patient Health Questionaire-2 
and -9 (PHQ).  Roman and Allen (2008) endorsed the use of the most updated evidenced-based 
tools together.  On the other hand, Gilbody et al. (2009) found that the type of instrument used to 
diagnose depression is irrelevant to improving recognition of depression and/or treating 
depression.  The authors recommended further research regarding whether screening actually 
enhances effectiveness of treatment (Gilbody et al., 2009).  Overall, there seems to be a lack of 
universal definition of depression.  
Many conflicting results were found in the literature as to whether depression is more 
prevalent within the two groups: community-dwelling and impatient older adults.  According to 
Allen and Annels (2009) mental health problems are very prevalent in people receiving 
community nursing care and as many as one-third experience depressive symptoms.  Whereas 
Chung ‘s (2008) research indicates that older adults are more likely to be depressed if living in a 
nursing home as compared with those who are in the community.  Since a greater number of 
older adults are community dwelling it is important that they are accurately assessed for 
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depression.  However, whether an older adult lives in a nursing home or is community-dwelling, 
screening for depression in adults and older adults in primary care must be adhered to.   
This study aims to partially fill gaps in the literature regarding assessment and adherence 
to depression1 protocols among older adult veterans.  It is significant to nursing because it has 
the potential for improving the health of veterans.  Findings, along with existing knowledge of 
depression in older adults may be applied to help veterans return to health faster and/or be able to 
stay in their homes longer.  It may also help to reduce health care costs and increase quality of 
life.   
Overview of Larger Study 
Since the present study is a segment of a larger one, Comparison of health and illness 
patterns of community-dwelling veterans with those living in institutional settings, a bit of 
information about the larger study can aid the reader’s understanding.  The study design was a 
repeated measure, retrospective descriptive study. Arrangements were made for data collection 
with the director of research at the St. Cloud VAHS, Decision Support System (DSS), the 
primary investigator (required to be a VA employee), and faculty co-investigators. Beginning 
December 31, 2007, 1200 inpatient and outpatient records were screened for the inclusion 
criteria (ICD-9 codes for depression, alcohol use/abuse, and falls). On initial extraction, there 
were 98 inpatient cases and 645 outpatient cases. The outpatient subgroup was reduced to 200 
using  PAWS’s random sample generator. Preliminary data were downloaded to excel files, 
cleaned, formatted, and then de-identified creating a preliminary database for analysis.  
                                                          
1
 Depression: A patient is considered to have depression based on having one or of the ICD-9 codes for depression 
amongst their diagnoses recorded by a physician.  
Depression screening protocol: screening for depression with PHQ-2 annually 
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A number of protections are required for accessing personal health information (PHI) of 
veterans receiving health services from the VAHS. The primary and co-investigators participated 
in the extensive research training required by the VAHS. ‘Request to review the research 
proposal’ and ‘application for initial review of medical records-only research’ were submitted to 
the Institutional Review Board (IRB); the proposal was exempted by IRB, as the data were all 
retrospective. The primary and co-investigators followed the requirements of human subjects’ 
protection throughout the research project. The student co-investigators did not have access to 
files containing raw data; they did have access to output files following analysis.   
All data files were stored in a secured, password-protected folder, with the assigned 
security group on a shared research drive at the VAHS-St. Cloud. The director of research, the 
primary and faculty co-investigators accessed these files. The drive was inaccessible from off-
site locations. Analyses were conducted using PAWS-20. Analysis methods included 
frequencies, Chi-square for categorical variables, plus t-tests for continuous variables. 
The Present Study 
The present study is a subset of the larger study: Comparison of health and illness 
patterns of community-dwelling veterans with those living in institutional settings. The research 
questions of interest are: 
• What is the relationship between depression score among veterans 65 and older over 
time (years 2008-2010) 
• What is the relationship between depression scores of inpatient and outpatient 
veterans 65 and older and their living arrangements 
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The subsample comprised of 57 veterans with varying depression ICD-9 codes (See codes and 
definitions in Appendix.  All subjects were male.  Other frequency data for demographic and 
other categorical variables are found in Tables 1-8.  
 
 
 
 
 
 
 
 
 
  
 
 
 
 
Table 1: Groups 
  
 Frequency  Percent  
Inpatient  49 69% 
Outpatient  22 31% 
Total 71 100% 
Table 2: Age   
 Frequency  Percent  
65-69 4 6% 
70-74 22 31% 
75-79 21 30% 
80-84 13 19& 
85 and over 11 15% 
Total 71 100% 
Table 3: Race    
 Frequency  Percent  
American Indian or Alaskan Native 1 1% 
White, not of Hispanic Origin 44 62% 
Black, not of Hispanic Origin  0 0% 
Missing 26 37% 
Total 71 100% 
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Table 4: Service Connected2 
  Frequency Percent 
 NO 29 40.8% 
YES 42 59.2% 
Total 71 100.0% 
 
 
 
 
 
 
 
 
 
 
 
 
  
                                                          
2
 Service connected: “disabilities are current chronic disabilities diagnosed by a medical professional and 
determined by the United States Department of Veterans Affairs (USDVA) to have been caused or aggravated by 
military service or secondary to an existing service connected disability” (Minnesota Department of Veterans 
Affairs, 2011, p. 1). The two types of service connection are Direct and Presumptive.  “There are three requirements 
to establish direct service-connection for residuals of injuries and diseases; in-service documentation of an injury or 
disease, a current condition with a medical diagnosis and a medical nexus connecting the first two requirements” 
(Minnesota Department of Veterans Affairs, 2011, p. 1).  
Table 5:Combat   
 Frequency  Percent  
No 35 49% 
Yes 6 8% 
Missing 30 4% 
Total 71 100% 
Table 6: Living 
Arrangement in 2008 
  
 Frequency  Percent  
GEC Caregiver lives 
with patient  
18 25.% 
GEC Caregiver does not 
live with patient 
4 5.6% 
CCHT NIC lives with 
spouse only 
0 0% 
CCHT NIC lives alone 1 1.4% 
Missing 48 67.6% 
Total 71 100% 
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3
 GEC: Geriatric Extended Care.  This is an assessment that covers ADL and IADL needs of the Veteran 
to see what GEC services they qualify for.  It is normally mandated, but expired in 12/2009.  The VA 
continues to use a shortened GEC assessment that is completed on request of services and annually for 
home care services.  This is completed by phone. 
4
 CCHT NIC: Care coordination Home Telehealth- Non-institutionalized 
 
Table 7: Living 
Arrangement in 2009 
  
 Frequency  Percent  
GEC Caregiver lives 
with patient  
18 25.4% 
GEC Caregiver does not 
live with patient 
5 7% 
CCHT NIC lives with 
spouse only 
1 1.4% 
CCHT NIC lives alone 1 1.4% 
Missing 46 64.8% 
Total 71 100% 
Table 8:  Living Arrangement in 
2010 
  
 Frequency  Percent  
GEC3 Caregiver lives with patient  17 23.9% 
GEC Caregiver does not live with 
patient 
7 9.9% 
CCHT NIC4 lives with spouse only 1 1.4% 
CCHT NIC lives alone 1 1.4% 
Missing 45 63.4% 
Total 71 100% 
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Methods 
 
This study is part of a larger retrospective record review Comparison of health and illness 
patterns of community-dwelling Veterans with those living in institutional settings. A subsample 
of the larger database, 22 inpatient cases and 49 outpatient cases with diagnostic codes for 
depression and were used to address the research questions for this study.  Table 9 depicts the 
variables of interest for this study 
Table 9: Study Variables 
Inclusion Criteria Exclusion Criteria Demographic Variables Outcome Variables 
Screen 1200 
Random sample Aged  
65-89 
• n= 75 inpatient 
(VAHS hospital, 
LTC or assisted 
living) during the 
years of 2008-2010 
 
ICD-9 Diagnostic codes 
296.20, 296.24   
296.30, 296.32, 296.33, 
296.34, 296.42, 296.43, 
296.50, 296.52, 296.53, 
296.54, 296.60, 296.62, 
296.64, 296.70, 296.80, 
311.00  
Index Date: 1/1/07 
 
• veterans < 65 
years old 
• Veterans that do 
not have the 
diagnosis of 
depression 
• Gender 
• Race 
• Combat experience 
(yes/no) 
• Service connected 
(yes/no) 
Covariates  
• ICD-9 codes (co-
morbidities) 
• Screening scores for 
depression,  
• Living arrangement 
(alone, with spouse,  
with adult child, with 
other family member, 
with non-family 
member) 
Gathered –every Dec. 31 in 
2008, 2009, 2010  
• Extent of adherence to 
established care protocol(s) 
• Change in severity of illness 
(based on screening 
assessment scores)Change in 
ICD-9 codes 
• Change in living situation 
• Change in inpatient/outpatient 
status  
Gathered –every 12 months 
through 12/31/10 
 
 
Frequencies for the demographic variables are located in the tables above. 
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Instruments: 
 
The VA currently uses the patient health questionnaire (PHQ-2) to screen for depression.  
This tool includes two screening questions; if the screening is positive the longer PHQ-9 is used 
for a follow-up assessment. This is a type of self-administered questionnaire.  Below is a sample 
of from the questionnaire: 
Over the past two weeks, how often have you been bothered by the following problems? 
1. Little interest or pleasure in doing things 
1. Not at all  
2. Several days 
3. More than half of the days 
4. Nearly every day 
The patients are asked to answer another question which includes feeling down, depressed or 
hopeless.  If the total score is zero, one, or two then the patient is negative for depression.  A 
score of two or more indicates a positive result; the PHQ-9 is then administered.  The PHQ-9 and 
indicates the severity of depression from the following scale:  
1-4 Minimal depression 
5-9 Mild depression 
10-14 Moderate depression 
15-19 Moderately severe depression 
THESIS                                                                                                                                          17 
 
20-27 Severe depression 
Spangenberg et al. (2012) recommend the PHQ-2 as a quick and accurate screening tool. 
Many studies discussed the tools’ sensitivity and specificity and Arroll et al. (2010) concluded  
that sensitivity and specificity of the PHQ-2 for screening for major depression were 86% and 
78%, respectively, (p.348).  Callen and Roman (2008) discussed the PHQ-9 and reasons why it 
has been chosen as a tool used for older adults.  This test uses 9 items derived specifically from 
the DSM-IV criteria used to diagnose depressive disorders.  Overall, the tool used at the VA can 
assess both diagnostic criteria and severity and displays sensitivity and specificity in older adults 
(Callen & Roman, 2008).  Therefore, if studies indicate that the tool is valid then the accuracy of 
depression screening relies on the healthcare provider and not the tool. 
Analysis 
Frequencies were calculated for demographic variables medical and mental health 
diagnostic codes for the inpatient and outpatient groups respectively.  The outcome variables 
denoting change were determined by the comparison to the previous year.  Statistics on all study 
variables were calculated using PASW 20.  Chi-square (categorical variables) tests were 
completed to determine changes over time within each group and commonalities and differences 
between the two groups.   
 
Results 
 
The chi square tests found a significant difference in age by inpatient/outpatient groups 
for all three years (2008-2010. In each year the inpatient group is older.  See tables 10-12 for 
these results. 
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Table 10: PHQ-2 in 2008 Value df 
Asymp. Sig. (2-
sided) 
Pearson Chi-Square 32.886a 3 .000 
Likelihood Ratio 31.696 3 .000 
N of Valid Cases 57     
    
 
Table 11: PHQ-2 in 2009 Value df 
Asymp. Sig. 
(2-sided) 
Pearson Chi-Square 28.355a 4 .000 
Likelihood Ratio 26.360 4 .000 
N of Valid Cases 57   
 
 Table 12: PHQ-2 in 
2010  
Value df Asymp. Sig. 
(2-sided) 
Pearson Chi-Square 37.626a 5 .000 
Likelihood Ratio 37.758 5 .000 
N of Valid Cases 57   
 
 In 2008, 2009 and 2010 PHQ- 2 scores by group were significant with a p value of .000 
because only one person was screened within the inpatient group and was negative.  Overall, 
more screening is happening with the outpatient group.  There was no statistical difference in the 
two groups by any demographics other than age.  This is apparent in tables 13-16 below. 
  
THESIS                                                                                                                                          19 
 
Table 13: Age 
X Group 
Group 
Total 
1 
 
2 
 
Age Freq % Freq % 
 
65-69 0 0 3 5 3 
70-74 13 23 5 9 22 
75-79 14 25 3 5 19 
80-84 9 16 1 2 10 
85 and over 7 12 2 4 9 
Total 49 76 22 35 57 
 
Table 14: Age by Group Value df 
Asymp. Sig. 
(2-sided) 
Pearson Chi-Square 10.924a 4 .027 
Likelihood Ratio 10.400 4 .034 
Linear-by-Linear 
Association 
3.414 1 .065 
N of Valid Cases 57   
 
 Table 15: Race by 
Group Value df 
Asymp. 
Sig. (2-
sided) 
Pearson Chi-Square .555a 2 .758 
Likelihood Ratio .793 2 .673 
N of Valid Cases 57   
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Table 15: Service 
connected by Group Value df 
Asymp. 
Sig. (2-
sided) 
Exact 
Sig. 
(2-
sided) 
Exact 
Sig. 
(1-
sided) 
Pearson Chi-Square .311a 1 .577   
Continuity Correctionb .061 1 .806   
Likelihood Ratio .315 1 .575   
Fisher's Exact Test    .757 .406 
N of Valid Cases 57     
 
Table 16: Combat by Group Value df 
Asymp. Sig. 
(2-sided) 
Pearson Chi-Square .951a 2 .622 
Likelihood Ratio .898 2 .638 
N of Valid Cases 57   
 
PHQ-2 results during the years 2008-2010 were limited due to lack of available data.  
The data may not have been available because the PHQ-2 scores were completed by their other 
medical professional seen for various medical reasons or outside of the VA facility.  Overall, 
there were large variations in the PHQ-2 scores from one year to the next year for which the data 
was available.  In 2009 there were more PHQ-2 tests completed than in 2008 and in 2010 there 
were even more tests completed than in 2009.  However, it was a very small difference. 
For the second research question there was not enough data available to draw any 
conclusions.  The missing data may be due to the fact that this question was not a required field 
in the medical record so providers may not have been prompted to complete the assessment. 
There was no data available for the PHQ-9 scores and, according to research, if a patient 
is positive for depression using the PHQ-2 the PHQ-9 should be administered.  The provider is 
then asked to total the PHQ-9 and indicate severity of depression from the following scale.  
Therefore, it is too difficult to say if any follow ups were completed. 
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During the year 2008, 19.7 percent of patients (n=14) had a negative score for the PHQ-2 
test whereas 4.2 percent (n=3) had a positive score.  Only one person screened was from the 
inpatient group.  Overall, 39 patients did not have data for depression screening that year, 
indicating a lack of test completed.  This may be because these patients are being seen by their 
medical doctor and not by a mental health professional within the VA.   
In 2009 PHQ-2 scores indicated a negative score of 22.5 percent (n=16) of patients and 7 
percent (n=5) with a positive score, leaving 50 patients without depression screening data.   
In the year of 2010, 28.2 percent (n=20) of patients tested negative, whereas 8.5 percent 
(n=6) were positive.   This left 45 patients without any data indicating the test was not 
completed.  Once again, this indicates that the provider is not completing (or not documenting) 
the annual depression screening. 
Unexpected Findings 
 Psychiatric comorbidity is often commonly found among patients.  The ICD-9 codes 
were inspected for patterns among diagnoses, both psychiatric and non-psychiatric.  Two 
patterns were identified, one between depression and bipolar disorder and another between 
depression and essential hypertension.  The results are found in table 17 and 18.  
The combination of having both bipolar and depression seems more problematic than 
either diagnosis alone.  In fact, Shippee, Shah1, Williams, Moriarty, Frye and Ziegenfuss (2011) 
discussed those with bipolar and how they are a more vulnerable population than those with 
depression alone.  This population is considered vulnerable due to the many limitations they 
have in regards to their social, cognitive, household, and work.  Results were also due to the fact 
that bipolar was included in the inclusion criteria for the sample. 
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While understanding that chronic conditions often have a relationship with a psychiatric 
disorder, such as depression, a review of the ICD-9 codes identified a commonality. This may be 
due to common risk factors, or the psychological side effects of having a chronic condition.  
Further research should be conducted looking at this comorbidity. (Bogner & de Vries, 2008)   
Table 18 displays the results.  Between the 3 years an average of 51% of those with depression 
also had hypertension  
 
Table 17: Psychiatric Co morbidity 
Year  Frequency Percent 
2008 Bipolar and 
Depression 
8 12.5 
2009 Bipolar and 
Depression 
5 8.2 
2010 Bipolar and 
Depression 
4 6.8 
  
Table 18: Chronic Co morbidity 
Year  Frequency Percent 
2008 Hypertension 
and Depression 
33 52 
2009 Hypertension 
and Depression 
29 47.5 
2010 Hypertension 
and Depression 
33 56 
     
 
Discussion 
 
Quality health care, especially mental health care, is crucial for all people.  This study 
was important for nursing practice for many reasons.  The results of this study help establish 
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whether adherence to assessment protocols was the same or different than the inpatient among 
inpatients versus community-dwelling diagnosed with depression.  All primary care providers 
and nurses delivering care in many settings must incorporate increased training regarding 
depression recognition and establish a higher comfort level with assessment and documentation 
of depressive symptoms.  Ensuring proper documentation is crucial.  This study found a lack of 
documentation or follow up assuring that depression screening was completed.  It also highlights 
the need for a computer system update to facilitate accurate and timely documentation and the 
use of the electronic medical record as a data source for research to improve veteran care.   
Limitations 
 
There were limitations to this study.  Since the PHQ-9 scores were not available within 
our data set, no conclusion about how often a patient is screened for depression can be made.  
Generalizability of the sample was skewed due to predominance of men in this age group.  The 
results are most applicable to men over 65, and men with combat experience.  In addition the 
sample was from one facility located in central Minnesota.  Another limitation may be the lack 
of updating the diagnostic codes.  This results in each year containing diagnoses from the 
previous year’s even codes related to short-term problems such as infection which would have 
resolved by the following year.  It is unknown how large a sample would be needed in order to 
have enough available data to reliably answer the research questions.  Given the time constraint, 
the researchers were limited to the data they had access to and not enough time was available to 
run further tests.  Overall, the main limitation was a lack of data available.   This made it 
impossible to distinguish relationships between/among variables. 
Implications 
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Future research should be completed using a larger sample size and include more females 
or repeated with females.  It should also incorporate socioeconomic status.  This would all 
improve the generalizability of the study.  Overall, nursing practice should always incorporate 
screening assessments for depression in the elderly population.  This is especially important 
because health care providers can expect to see an increase in elderly patients.  The biggest issue 
found within this study is the large amount of missing data within the VA’s database.  There are 
many reasons why this may be but the fact that it is happening is a problem.  Some reasons 
accounting for the missing data include a lack of documentation completed by provider who 
screened for depression; depression screening happened within a different primary care facility 
and due to lack of universal medical record system the score was not known to the VA; lack of 
screening by providers; the patient did not show up for his annual appointment and thus was not 
screened for depression; the VAHS electronic computer system is dated and difficult to navigate 
and mine for research purposes.    
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Appendix 
Table 1: ICD-9 Depression Codes  
296.20 Major depressive affective disorder, single episode, unspecified degree 
296.24 Major depressive affective disorder, single episode, severe degree, specified as with 
psychotic behavior 
296.30 Major depressive affective disorder, recurrent episode, unspecified degree 
296.32 Major depressive affective disorder, recurrent episode, moderate degree 
296.33 Major depressive affective disorder, recurrent episode, severe degree, without 
mention of psychotic behavior 
296.34 Major depressive affective disorder, recurrent episode, severe degree, specified as 
with psychotic behavior 
296.42 Bipolar i disorder, most recent episode (or current) manic, moderate 
296.43 Bipolar i disorder, most recent episode (or current) manic, severe, without mention 
of psychotic behavior 
296.50 Bipolar i disorder, most recent episode (or current) depressed, unspecified 
296.52 Bipolar i disorder, most recent episode (or current) depressed, moderate 
296.53 Bipolar i disorder, most recent episode (or current) depressed, severe, without 
mention of psychotic behavior 
296.54 Bipolar i disorder, most recent episode (or current) depressed, severe, specified as 
with psychotic behavior 
296.60 Bipolar i disorder, most recent episode (or current) mixed, unspecified 
296.62 Bipolar i disorder, most recent episode (or current) mixed, moderate 
296.64 Bipolar i disorder, most recent episode (or current) mixed, severe, specified as with 
psychotic behavior 
296.70 Bipolar i disorder, most recent episode (or current) unspecified 
296.80 Bipolar disorder, unspecified 
311.00 Depressive disorder, not elsewhere classified 
 
